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 I understand that I must be in a benefitted position at Georgia Southern University that 
   accrues sick and/or annual leave.   
 I must initially, voluntarily contribute as a one-time membership a minimum of two (2)  
   days or sixteen (16) hours of sick and/or annual leave. 
 Donation:  Sick Leave Hours _________ and/or Annual Leave Hours __________ 
 In order to remain an active participating member, I must voluntarily contribute an 
   additional eight (8) hours of sick and/or annual leave per calendar year to be taken out 
   every participating year on December 31.   
 I must retain at least one-hundred and sixty (160) hours of combined sick and annual 
   leave (if applicable) after any required donation. 
 I understand and agree that the University  may request of me to donate a maximum 
   of two (2) additional days or sixteen (16) hours to the Leave Bank if at the mid-year  
   assessment, the Bank reserve falls below 320 hours.  This request may only be done 
   once a year. 
 I understand and agree that leave donations to the Bank are non-refundable, non- 
   transferable and cannot be withdrawn. 
















































































































































                 Unit Administrator Signature                      Date 
Comments:  
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
C – Medical Statement – The Physician’s Confirmation of Qualifying Medical / Mental Health Condition has 
been received and verifies that the applicant’s condition qualifies for Medical Leave Assistance Leave under the 
provision of the program.  ______Yes ______No 
D – Decision of the Medical Leave Assistance Program Committee 
Approved ______           Number of Hours Granted____________                  Disapproved ______ 
Chair Signature:  ____________________________Date of Committee Action:  __________________   
 
